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INTRODUCTION
The journey from birth to adulthood is a complex road, with many roadblocks on the way. Millions of children navigate the journey well. Yet millions more children and adolescents face challenges and disasters. At the extreme many die worldwide from violence, suicide and other health complications each year and those in sub-Saharan Africa constitute a disproportionate number of these cases (Swart, Seedat and Nel, 2016; UNFPA, 2012) . Sub-Saharan Africa remains a region with high levels of poverty, illness, gender and health inequalities and high levels of violence (World Bank, 2016) .
There is a sound theoretical and empirical evidence base demonstrating the importance of parenting for child and adolescent development in the context of adversity (Aber, Jones and Cybele Raver, 2007; Rutter, 2003) . This evidence emerges from an exploration of those with good parenting, those with problematic parenting, those with absent parenting as well as evidence on advances made when parenting skills are provided (Betancourt et al., 2011; Cluver et al., 2014; Lachman et al., 2013; Meinck, Cluver and Orkin, 2016) . However much of the evidence is piecemeal and -crucially -often skewed to high income settings (Knerr, Gardner and Cluver, 2013) , showing the importance of developing an evidence-base for low-and middle-income countries. In the complex and evolving world, with accelerating demands and reduced resources, parenting is a uniquely challenging endeavour. Under conditions of poverty, violence, illness and stress, family structure and relationships can be placed under inordinate pressure with implications for caregiver welfare, parenting behaviour and pre-adolescent and adolescent development and outcomes (Lachman et al., 2013; McLeod and Shanahan, 1993; Scott et al., 2010) .
There are few entry criteria and no required training for parenthood, yet it remains one of the most important roles in determining the welfare of future generations. Parenting has a direct and marked effect on both short-term and long-term child development and outcomes (Rutter 2007) . Not only are caregivers well placed to offer warmth, affection, protection and care but committed adults are able to act as a buffer and coping resource for young people against the consequences of growing up in a violent or high-risk environment (Blum et al., 2014) . The importance of parenting has long been known and the popularity of parenting manuals and techniques was formalised into a science in the global north as early as the 1970's, when an evidence base began to emerge (Bray and Dawes, 2016; Gardner, Montgomery and Knerr, 2015) . These interventions offer particular pathways of parental behaviour seen as critically important for particular infant, pre-adolescent and adolescent outcomes (Tomlinson et al., 2014) . However, most parenting interventions in both high-and lower-income settings remain focused on infancy and early childhood (Rahman et al., 2008; Rochat, Mkwanazi and Bland, 2013; Rotheram-Borus et al., 2011) and while there is evidence that interventions in early childhood may have long-term beneficial impacts (Barlow, 2015) few evidence-informed programmes are available for teenagers .
There is now a small but high-quality set of evidence from sub-Saharan Africa demonstrating the significance of parenting in infancy and early childhood. This shows a connection between disadvantage and childhood conduct disorders and abuse (Conger et al., 1994) . However, with the evidence-base for the importance of predictors and outcomes of parenting sourced still largely from the global north or among infants, there is need for research to be conducted regionally in southern Africa and to include a greater range of ages. In particular, parenting of pre-adolescents and adolescents in sub-Saharan Africa is in need of further investigation. Contextual and cultural differences may have direct and indirect impact on parenting and caregiving and this requires an in-depth understanding (Richter and Naicker, 2013; Webster-Stratton, 2009 ). Extended families, multigenerational caregiving, gender norms, cultural expectations and background social and political factors are all examples of environmental and contextual variations that are in need of research (Bray and Dawes 2015) . Understanding the predictors and impacts of parenting on older children and adolescents can contribute to the development of effective parenting interventions and family support.
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WHAT DO WE KNOW ABOUT PARENTING ALREADY?

What is parenting?
Parents and parenting
Valuable definitions are provided by UNICEF's 2015 publication 'Family and Parenting Support: Policy and provision in a global context' (Daly et al., 2015) , which defines parents as " ... the main caregiver of the child; they are not limited to biological or legal parents, or, indeed, even to parents. This breadth is especially important given that significant numbers of children are reared by people other than their parents. 'Family' refers to the most significant intimate group, which can be defined either by kinship, marriage, adoption or choice. Hence, family is recognized to vary in composition and the nature of the relational tie between members and is not understood exclusively as the nuclear family or connection by kinship. "
In an additional definition, parents or caregivers are defined according to the WHO as, 'all those who provide significant and/or primary care for adolescents [or pre-adolescents] , over a significant period of the adolescent's [or pre-adolescent's] life, without being paid as an employee ' (WHO, 2007, p. 7) . 'Parenting' is thus understood as the activities and tasks that make up the role of a parent. Both caregiving and parenting can be carried out by biological relatives such as grandparents, aunts and uncles or older siblings as well as non-biological carers.
Parenting is a functional term for the processes involved in promoting and supporting the development and socialization of the child (Richter and Naicker, 2013) . The 2015 UNICEF paper (Daly et al., 2015) provides helpful definitions of parenting support: "In parenting support, the focus is on how parents and caregivers approach and execute their role. The intent is to increase their level of education, resources and competence for child-rearing. Parenting support, therefore, tends to focus on the relationship between parent and child as a caregiving and functional relationship and aims to better equip parents for this role by providing them with a variety of information, education, skills and support. A core objective of parenting support interventions is to achieve better outcomes for children and young people by engaging with and strengthening the child-rearing orientations, skills, competencies and practices of their parents (Daly et al., 2015, p. 12) . "
Positive or good parenting
What constitutes 'good parenting' may vary between studies, regions and situations but within the existing literature certain themes emerge. The practical component to good parenting constitutes providing adequate nutrition, school equipment and other tasks required to create an environment conducive to healthy development. In addition, active positive parenting is considered essential to good parenting (Ward and Wessels, 2013) . But good parenting also requires the absence of harsh or abusive parenting (see Figure 1 , page 10).
Positive parenting has been defined as actively partaking in a child's cognitive development, praising children for desirable behaviours, being assertive through constructive means such as discussing and creating ground rules and realistic expectations Sanders, 2008) . Similarly, but Innocenti Working Paper 2016-20 more broadly, in this paper positive parenting can be understood as parenting behaviours that include providing stimulation and affection, clear and focused praise, supporting increasing autonomy, encouraging healthy habits, goal setting, establishing firm rules and consequences (Yap et al., 2015) , as well as promoting strong family relationships.
Figure 1 -Parenting definitions
Harsh parenting
Harsh or abusive parenting in the wider literature includes emotional, sexual and physical abuse and neglect, as well as a range of parenting practices that have been shown to negatively impact on child development and well-being. Abusive parenting can be active, such as striking or assaulting a child, as well as passive, through neglecting or ignoring a child (Browne, Davies and Stratton, 1998) . For the purpose of this paper, harsh and abusive parenting is defined as the physical and emotional abuse of a child. The studies in this paper did not focus on sexual abuse and neglect. Neglect is particularly difficult to distinguish in contexts of high material deprivation. Abusive parenting is therefore not simply the absence of positive parenting or the lack of good parenting but involves active emotional or physical abuse such as shouting, shaming, threatening, hitting or smacking so that it hurts (see Table 1 , page 11, for definitions of harsh parenting used in the adolescent study).
It is important to note that poor parenting does not require intent. Harsh parenting can also be passive if a parent lacks the capacity to care for the child effectively due to addiction, non-normative views or ill-health. Not providing good enough physical or psychological care to a child for a variety of reasons is called neglect. 
Poverty and disadvantage
Sub-Saharan Africa remains the region with the highest poverty and lowest life expectancy, highest youth disability-adjusted life years and the highest rates of violence exposure (World Bank 2016). Such conditions have been shown to create considerable barriers to a parent's efforts to fulfil the tasks of providing for and protecting their children in high-income countries (Ghate and Hazel, 2008) .
Research from high-income countries shows that poverty can have direct and indirect effects on child outcomes, i.e. poverty can lead to economic stress and parental mental health problems, which can impact on a parent's emotional availability and result in harsh or inconsistent parenting (Kotchick and Forehand, 2002) . Poverty can " ... sap parental energy, undermine parental sense of competence and reduce parental sense of control" (Edin and Lein, 1997) . Poverty is linked to family stress which has been well documented (Murray et al. 2012; Richter, 2003) as a cause of caregiver mental health problems such as depression or anxiety (Russell, Harris and Gockel, 2008) . Unemployment and work place inflexibility, both major causes of family stress, are more common among those living in poverty (Nomaguchi and Johnson, 2014) .
Poverty has been shown to increase the risk of child abuse. Research from South Africa indicates that family disadvantage, poverty, illness, distress and conflict, could be a key driver in violence against pre-adolescents and adolescents (Meinck, Cluver and Boyes 2015; Steele et al. 1997 ).
In addition, poverty is often linked with lower parental education status and ability to provide adequate nutrition, which impacts on a child's academic (Kotchick and Forehand, 2002) and physical development (Bray et al., 2011) .
Family structure
The growth and development of an adolescent can also be affected by the structure of their immediate family. Situations such as the traumatic loss of a parent or the involvement of the extended family may influence the conditions for parenting. In sub-Saharan Africa, many children were brought up by large extended family networks and research shows that the level of support a caregiver can offer may be more valuable than who that caregiver is or how a family is structured Innocenti Working Paper 2016-20 (Röttger-Rössler, 2014). However, family structures are changing towards smaller families influenced by work migration, deprivation and high HIV/AIDS mortality (Bennett et al., 2015; Lauras Lecoh, 1990) .
Extended family structure
Involved members of an extended family can be very important in child development. For this reason the focus in literature has centred on 'caregivers' or 'parents' as opposed to 'biological parents' (Daly et al., 2015) . This is particularly relevant to note for research considering parts of sub-Saharan Africa, where a collective approach to child rearing through extended family, neighbours or close friends of the family is much more accepted than the narrower familial connections often regarded as more important in literature from the global north (Röttger-Rössler, 2014).
Grandparents can be important sources of support for grandchildren (Chirwa 2002; Oburu and Palmerus, 2003) . Over half of all grandmothers and a third of all grandfathers in sub-Saharan Africa live with a grandchild of 15 years or younger (Zimmer and Dayton, 2005) . In addition, it has been shown that old age pensions can act as a cash transfer, which can be used to contribute to supporting a grandchild through education and improving their healthcare (Adato and Bassett, 2009; Mokomane, 2013) . Conversely, more elderly caregivers may experience higher stress, which can in turn lead to increased physical and mental health challenges among caregiving grandparents (Oburu and Palmerus, 2003) .
The impact of HIV on families and parenting
Caregivers with HIV are at higher risk of psychosocial problems when compared to non-affected families. AIDS-illness among caregivers is associated with higher risk for mental health problems such as depression, anxiety and post-traumatic stress disorder due to associated co-morbidities and increased family stress (Kuo and Operario, 2011; Kuo et al., 2013) . AIDS-ill caregivers experience high levels of unemployment and higher levels of poverty (Collins and Leibbrandt, 2007) . This is important, as poverty is also a predictor of HIV infection (Piot, Greener and Russell, 2007) . AIDS-illness among caregivers has been shown to be associated with harsh parenting (Cluver et al. 2011; Meinck, Cluver and Boyes 2015) , stigmatization and food insecurity for the family at large. HIV-positive parents use fewer positive parenting techniques (Lachman et al., 2013) .
Children living with AIDS-ill caregivers experience higher risk for mental health issues, stigma, poverty and lower levels of educational success compared to children living in families not affected by AIDS (Chi et al., 2015; Cluver et al., 2013; Sherr et al., 2014) . In addition, adolescents affected by AIDS, poverty and abuse have greater risk of engaging in behaviours which put them at high risk of HIV infection (Cluver et al. 2011 .
Stigma
The stigma of AIDS is not only a cause of psychological distress to those with the disease (Campbell et al., 2005) but also to un-infected children of AIDS-unwell parents. AIDS-orphaned children can experience gossip, discrimination, verbal abuse and bullying pertaining to their caregivers HIV+ status (Cluver and Gardner, 2007) . Stigma can include fear of physical contact (Okoror et al., 2008) and reluctance to admit sufferers into a homestead (Greeff et al., 2008) .
Although many orphaned children are looked after by members of the extended family, AIDS-related stigma can influence the ways in which they are cared for (Campbell et al., 2005) . Stigma has been shown to be a strong mediator between AIDS-orphanhood or parental AIDS and psychological trauma Cluver et al., 2008) .
Parental loss and orphanhood
Across sub-Saharan Africa, a large number of adolescents live without one of their biological parents, due to many intertwining factors including labour migration, increased likelihood of parental death as a result of high levels of violence and traffic accidents as well as the HIV/AIDS pandemic (Hosegood, Vanneste and Timaeus, 2004) . Losing a parent can have detrimental effects on multiple child outcomes (Bray and Dawes, 2016; Case and Ardington, 2006) and parental death can also be the cause of child stigmatization. Single parents are also at higher risk of poverty and parental stress, both of which impact on child outcomes (Aliber, 2003) and present challenges for care provision (Bray et al., 2011; Röttger-Rössler, 2014 ).
The literature clearly shows that orphanhood borne of any kind increases risks of poverty, failing to attend school, depression and abuse amongst children and this risk may increase for double orphans (Andrews, Skinner and Zuma, 2006; Ruiz-Casares, Thombs and Rousseau, 2009) . AIDS-orphaned children are far more likely to report depression and post-traumatic stress than non-orphans and children orphaned by other causes (Cluver et al., 2010; Cluver et al., 2012; Cluver et al., 2008) .
Outcomes of parenting
Good parenting is associated with better child outcomes, while harsh parenting is associated with poorer child outcomes. Table 2 summarises some of the outcomes associated with parenting.
Table 2 -Summary of what is known of the outcomes of parenting
Outcomes of parenting
Good Parenting Youth who have been the recipients of good parenting, have been provided for nutritionally and with essentials, have received stimulation and affection and positive parenting with rule and goal setting, are more likely to have successful outcomes. That is, they are more likely to perform well academically (Black et al., 2013) , less likely to engage in risky sexual behaviour (Kotchick et al., 2001) , more likely to be healthy as adults (Black et al., 2013; Ward, Gould, Kelly and Mauff, 2015) and not to abuse substances (Ryan, Jorm and Lubman, 2010) and less likely to be caught up in violent or illegal culture (Souverein et al., 2015; Walker et al. 2011 ).
Harsh Parenting Youth who have been the recipients of harsh or abusive parenting, that is active physical, emotional or sexual harm, are at an increased risk of suffering from negative mental and physical health outcomes. Previous research shows that abused youth are more likely to suffer from depression, anxiety, substance abuse, suicidality (Norman et al., 2012) . Youth who experienced physical and emotional abuse were found to have a higher risk of having a sexually transmitted disease and engage in risky sexual behaviour (Norman et al., 2012) . Abused children also have higher rates of school non-attendance (Meinck, Cluver, et al. 2015; Kuo et al. 2013) , display conduct problems and struggle to communicate with their caregiver (Youssef, Attia and Kamel, 1998) .
What do we know about adolescence?
Pre-adolescents and adolescents
There are multiple definitions of adolescence and pre-adolescence which change over time and in different cultural contexts. The World Health Organization (WHO) defines adolescents as young people aged 10-19 (World Health Organization, 1998) . Pre-adolescence is the period following early childhood and preceding adolescence. Different sources cite ages 6-12 (Verburgh et al., 2014 ), 11-14 (Corsaro, 2014 others as all age groups up to 12 years of age (Bose et al., 2008) . The concept of 'pre-adolescents' recognises that the 10-19 age span of adolescence is a broad one and encompasses a range of biological and physical developmental stages and rites of passage that define the entry into adulthood. For the purposes of this paper to align with the Child Study, 'pre-adolescents' refers to 4-13 year-olds, for the adolescent study considered here, 'adolescents' refers to 10-17 year-olds. These definitions recognise that there is debate regarding when a child enters adolescence and that the 10-13 age group can be seen as both 'pre-adolescents' and 'adolescents'.
Much of the child development literature worldwide and thus the linked literature on the influence of parenting on development, has focused on younger children -generally those under age 3 or age 5 (Campbell et al., 2014; Heckman, 2008) . However, there is clear evidence that neural, functional and emotion brain development continues into adolescence (Blakemore 2012) , as well as adolescence being an important age for the emergence of (or resilience to) risks such as mental health disorders, substance use and sexual risk behaviours (Ward et al., 2012) . Thus, understanding the role of parenting for the pre-adolescent and adolescent age groups is of high importance.
A young child is highly dependent upon their primary caregiver and will often receive most of their interaction from this person. As this is an informative time in a child's development, the stability and experience within the household is thus very important. The parenting of adolescents presents different but related challenges. An adolescent faces a transition between childhood and adulthood which can prove hard to navigate for both the caregiver and adolescent. As the adolescent begins to develop a social life external to the household, other influences factor into their development and the caregiver has less oversight of the adolescent's life. Evidence from around the world shows that this transition can be accompanied by higher rates of abusive parenting (Stoltenborgh et al. 2013) .
AIMS OF THE PAPER
The overarching research questions of this working paper are: (1) What factors are associated with parenting of adolescents and pre-adolescents in southern Africa? and (2) In what ways does parenting affect adolescent and pre-adolescent outcomes in these contexts?
This paper aims to add to the evidence-base on parenting in southern Africa, with a particular focus on the age group of adolescents and pre-adolescents who have received very little attention in parenting research in comparison to early childhood. Current evidence from the region is limited in identifying complex pathways of parenting, since it neither collects data in caregiver-child dyads nor does it include broader measures such as health and education.
This paper looks at two cross-sectional cohort studies of pre-adolescents aged 4-13 and of adolescents aged 10-17 and their caregivers. For simplicity, the studies will be referred to as the 'pre-adolescent study' and the 'adolescent study' from here on.
Specific aims
Pre-adolescent study
The pre-adolescent study seeks to investigate which factors are correlated with good parenting and what the associated pre-adolescent outcomes of good parenting might be, with an exploration of the direct, indirect or mediated pathways leading to such effects.
Adolescent study
The adolescent study seeks to investigate which factors lead to harsh parenting and what the associated adolescent outcomes of harsh parenting might be. It creates a pathway model investigating the connections between factors of family disadvantage, harsh parenting and adolescent health outcomes.
METHODS
Sample
Pre-adolescent study
Between 2012 and 2014, 989 children aged 4 to 13 (51.4 per cent female -mean age 8.91 years SD=2.84) were interviewed together with their primary caregivers as part of the Child Community Care study in South Africa and Malawi (Skeen et al. 2014a; Skeen et al. 2014b ). Participants were drawn from the first 35 consecutive children walking into the door at 28 local community-based organizations in South Africa (n=24) and Malawi (n=4). These were selected at random from a comprehensive list of 558 community-based organizations. Trained data collectors used mobile phone technology to collect the data (Tomlinson et al. 2009 ).
Adolescent study
Between 2009 and 2010, 2,477 adolescents aged between 10 and 17 (53.9 per cent female, mean age 13.57) and their primary caregiver (mean age 44.2 years, 88.9 per cent female) were interviewed in Kwa-Zulu Natal, South Africa as part of the Young Carers Study. One rural and one urban health district with high levels of deprivation were selected. All census enumeration areas in these health districts were randomised into a numbered sequence and then visited according to their number allocation. Within these, all households with a resident adolescent were sampled using door-to-door recruitment. One randomly selected teenager per household and their primary caregiver were interviewed.
Ethics and consent
Pre-adolescent study
Ethical approval for the pre-adolescent study was granted by the University College London Ethics Board (reference number 1478/002) and the Health Research Ethics Committee at Stellenbosch University (reference number N10/04/112).
All community-based organizations (CBOs) consented to inclusion in the study. All caregivers received full information outlining the study and clarifying the voluntary nature of participation, the consent procedures for themselves and their child, the confidentiality around the study and the ability to withdraw at any time with no consequences. Caregiver consent was provided in writing. In addition, assent was gained from all children with standardised and age-appropriate information. Participation was voluntary and unpaid. Child protection issues were handled with a full referral procedure to CBO and local health/social services if required or requested.
Adolescent study
Ethical approval for the adolescent study was granted by University of Oxford (SSD/CUREC2/09-52) the University of KwaZulu-Natal (HSS/0254/09) and by the provincial Health (HRKM091/09) and Education Departments (0048/2009).
Consent was obtained in writing before baseline data was collected from both the child and their primary caregiver. Confidentiality of participants was maintained unless a perceived harm was present, in which case referrals to the relevant child protection agencies were made. Table A1 in the Annex sets out the measures gathered in the two studies. A variety of validated tools were used, together with demographic and study specific questions. Although different tools were utilised, they covered measures of family disadvantage, composite measures of parenting, various mental health measures, physical health of the children/adolescents as well as behaviour and functioning indices. Details of these measures and how they were used in each analysis are given in the text below.
Measures
Pre-adolescent study
Parenting: Parenting was measured using ten items on warmth, expressing love and praise, setting boundaries, utilising positive discipline styles, providing consistent care and a lack of violence or abusive parenting, both physical and psychological. Six of these items were based on caregivers' reports and four were based on children's reports. Each item was coded as a binary, and a total score was calculated by summing the ten items (scale range 0-10). Good parenting was defined as scoring ≥8 on the 10-point parenting scale.
Caregiver measures: Socio-economic measures of income, household size and access to basic services were used from the South African DHS survey (Department of Health Medical Research Council, 2007) . Caregiver health was measured using medical history questions from the Make A Difference (MAD) about ART study . Caregiver mental health was measured using the Shona Symptom Questionnaire (SSQ) and Patient Health Questionnaire (PHQ).
The SSQ was developed for use in sub-Saharan Africa while the PHQ was validated in Nigeria (Adewuya, Ola and Afolabi, 2006) and Kenya (Omoro et al., 2006) and used in South Africa (Bhana et al., 2015) . Caregiver HIV-related stigma was measured using the UNICEF monitoring tool for psychosocial support for orphans and vulnerable children on Community Maltreatment, Exploitation and Discrimination (Snider and Dawes, 2006) . Living arrangements and separation and bereavement were measured with questions on biological relationship status of caregiver to the child, recent death, illness and separation.
Child outcomes: Height and weight were measured by the research team and WHO Child Growth Standards were used to determine the percentage of children who were wasting, stunting or underweight. Child health was measured using the medical history questions adapted from the Mad about Art study. Child food security was measured using caregivers' reports based on items from the Food Security Domain of the Child Status Index (Nyangara et al., 2009 ). Children were asked if they went to bed hungry. Child mental health was also established. The Quality of Life Inventory utilised caregiver report to measure the child's quality of life. The Strengths and Difficulties Questionnaire measured behaviour problems using caregiver report. The Child Depression Inventory measured depression using child self-report (Kovacs, 1985) . The Rosenberg Self-Esteem Scale (Rosenberg, 1965 ) measured self-esteem also based on child self-reports. The Trauma Symptom Checklist measured child exposure to traumatic events as reported by the child (Briere et al., 2001) . Educational risks were measured using the Child Status Index and the school functioning subscale of the Pediatric Quality of Life Inventory (Varni, Seid and Kurtin, 2001 ). See Annex Table A1 for a complete description of measures used.
Factors Associated with Good and Harsh Parenting of Pre-Adolescents and Adolescents in Southern Africa
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Family disadvantage: Poverty was measured using child report on access to the eight most socially perceived necessities (Barnes and Wright 2012) . These include access to three meals a day, a second pair of shoes and soap to wash. Caregiver-reported AIDS-illness was measured using the Verbal Autopsy (Kahn et al., 2000) . Caregiver-reported disability was measured using two items on mobility for daily tasks and inability to get out of bed. Adolescent orphanhood, overcrowding and number of adults in the household were measured using adolescent drawings of a household map.
Parenting: Adolescent-reported harsh parenting was assessed using a UNICEF scale for National Level Monitoring of Orphans and Vulnerable children developed for southern Africa, which measured emotional and physical abuse in the past year in the form of insulting, shaming or threatening an adolescent and hitting or slapping in such a way that it hurt, or with a hard object (Snider and Dawes, 2006) .
Caregiver mental health:
Caregiver mental health was measured by using three mental health scales and based on caregiver self-report. The Center for Epidemiology Depression Scale (Radloff 1977) , which has been used in multiple studies in South Africa (Kuo, Operario and Cluver, 2012) , had good internal validity ( = 0.95). The thirty-item Harvard Trauma Questionnaire ) assessed post-traumatic stress. This scale has also been used on a South African population ) and proved to have good internal validity in the adolescent study (= 0.94). Caregiver anxiety was measured using the twenty-one item Beck Anxiety Inventory (Beck et al., 1988) , which also had high internal validity (= 0.95).
Adolescent health outcomes:
Adolescent health risk was evaluated using adolescent self-reports on physical and mental health as well as problem behaviour. A factor score was created for each health risk including the respective scale or scales. Physical health was measured on the basis of five common diseases prevalent among adolescents (worms, flu, pneumonia, vomiting and TB). Mental health was a sum of the factor scores 1 of the depression, PTSD, anxiety and suicidal ideation scales. The Child Depression Inventory (Kovacs 1985) has previously been used in South Africa with acceptable internal validity ( = 0.65) as have the Revised Children's Manifest Anxiety Scale ( = 0.84) (Gilroy, 2004) , the Child PTSD scale ( = 0.96) (Amaya-Jackson, 1995) and the suicidality subscale of the Mini International Psychiatric Interview for Children and Adolescents (= 0.85) . Problem behaviour was based on the Child Behaviour Checklist's delinquency subscale, tested in South Africa (Achenbach, 2000) with good internal validity (= 0.64).
1 Factor scores are composite variables. They provide information about a person's individual placement on a factor.
For example, we measured adolescent mental health using four different measures of mental health: anxiety, depression, PTSD and suicidal ideation. Each of these scales consists of a number of questions which elucidate presence of symptoms associated with these conditions. For suicide ideation this might be 'I have thought of killing myself', 'I have made plans to kill myself', 'I have tried to kill myself'. In their sum, all of these observed items measure the latent (unobserved) construct of suicide ideation. As each child will respond differently to each of the items within the scale, the factor score is in essence the sum of all of these items into a single variable taking into account the variation in responses of the individuals and the importance of each item within the sample.
Data analysis
Analyses of the pre-adolescent and adolescent datasets used different methodologies. The pre-adolescent study used multivariate regression models and path analyses while the adolescent study used multivariate regressions and structural equation modelling. Both analyses are detailed below.
Pre-adolescent study
Using SPSS v20, multiple logistic regression and multiple linear regression models were run. The former identifies items associated with good parenting and the latter identified pre-adolescent outcomes associated with good parenting. In both cases, all variables and controls were entered into the model simultaneously and mediation analysis was run using the SPSS Macro PROCESS (Hayes, 2013) .
Adolescent Study
In the case of the adolescent study, linear regression analysis and structural equation modelling using maximum likelihood estimations were performed in SPSS v22 and Amos v22 linear. Structural equation modelling is a statistical modelling technique that can examine complex theories by testing the relationships between different variables simultaneously (Hox and Bechger, 2007) . In particular, it can test various theoretical models that 'hypothesize how sets of variables define constructs and how these constructs are related to each other' (Schumacker and Lomax, 2010, p. 2) . For example, a health researcher might hypothesize that an adolescent's health is influenced by his home environment. Using structural equation modelling, this theory can then be tested using empirical data and advances our understanding of the complex relationships through scientific hypothesis testing (Schumacker and Lomax, 2010) .
As variables were not normally distributed in this sample, bootstrapping procedures were used with 1000 samples. Model fit was assessed with chi-squared divided by the degrees of freedom (<4), RMSEA (<.05), SRMR (<.08), Hoelter (>200) and CFI (>.95) (Byrne, 2010) . Given the lack of informative priors found in the literature, no pre-hypothesised model was proposed. Rather, a four-step sequential model-building process was conducted.
1. Multivariate regression analyses controlling for adolescent and caregiver age and gender and caregiver-child relationship were used to determine which factors associated with harsh parenting to include. Those that were significant were included in the model.
2
. Confirmatory factor analysis 2 tested measurement models for each latent construct 3 separately.
2 Confirmatory factor analysis is typically used to investigate the psychometric properties of a measurement instrument, such as a depression scale. It aims to obtain an estimate of how strong the contribution of an observed variable is towards a latent construct. For example, the CES-D uses 20 items to measure symptoms of depression. A confirmatory factor analysis would establish whether all of these 20 items measure the construct 'depression' or not and how much each individual item contributes towards the construct. It also tests how well this construct or latent model fits the data (Hox & Bechger, 2007) . It is important to understand that confirmatory factor analysis is used to test if the construct the researcher hypothesized is consistent with the nature of the construct in the data. Where researchers do not have a hypothesis, exploratory factor analysis is used to determine the structure of the construct. 3 A latent construct is an unobserved variable in a dataset that is identified by observed variables within a dataset.
'Do you feel like you cannot get up in the morning?' is an observed variable. Depression is an unobserved variable because it is constructed by a number of questions which measure observed variables and in their combination the underlying concept of depression i.e. did you feel like you could not get up in the morning? Do you feel sad all day? Do you feel hopeless? Have you lost interest in your friends and family? (Hox & Bechger, 2007) .
RESULTS
Socio-demographics
Pre-adolescent sample
Socio-demographic characteristics of the sample are described in Table 3 . Of the pre-adolescent sample, 53.6 per cent were orphaned, 13.7 per cent affected by HIV and 45.6 per cent had a disability. (1060) * Different measures were used in the two studies therefore comparability is limited.
Adolescent sample
27.4 per cent of caregivers were AIDS-ill and 11.1 per cent impaired by disability. Of adolescents, 33.6 per cent were orphaned and 42.8 per cent experienced harsh parenting (Table 4) .
Factors associated with good parenting of pre-adolescents
Predictors of good parenting of pre-adolescents
Several factors associated negatively with good parenting were found among the dyads of pre-adolescents and their caregivers. Stigma experienced by the parent had the strongest association but financial status also proved significant. Parents who were not the biological parent of a pre-adolescent tended to score lower on the parent rating scale than those raised by their biological parents.
Surprisingly, caregivers who scored higher on the depression scale had slightly better odds of good parenting. It was also observed that the more adults present in the household, the greater the odds of good parenting. 
Associations of good parenting with pre-adolescent outcomes
From the sample, 23.6 per cent scored above the cut-off indicator for 'good parenting'. Associations between good parenting and child outcomes were explored. Children were found to be significantly less depressed, to have higher self-esteem and to score lower in their trauma score where parents practiced 'good parenting'. For those with parents below the cut-off point, pre-adolescents were more likely to demonstrate behaviour problems, go to bed hungry the previous night and a trend of stunting was identified (33.2 v 26.5 per cent, p = 0.059). No differences were observed for cognitive measures, wasting, quality of life, or being underweight. For both pre-adolescent behaviour problems (SDQ problem score) and pre-adolescent self-esteem outcomes, good parenting had a direct effect and an indirect effect. Both of these associations were mediated by the pre-adolescent depression score, since a decrease in pre-adolescent depression was an indicator of good parenting, and by the pre-adolescent trauma score for the same reason. In addition, a solely indirect effect of reduced educational risk from good parenting was found, mediated again by reduced levels of pre-adolescent depression and trauma (see Figure 2 , page 23).
Factors Associated with Good and Harsh Parenting of Pre-Adolescents and Adolescents in Southern Africa
Factors associated with harsh parenting of adolescents
Multivariate regressions controlling for caregiver and adolescent age and gender and caregiver-adolescent relationship status were used to establish associations between each hypothesized factor and harsh parenting. Poverty, caregiver disability, caregiver AIDS-illness, caregiver depression, PTSD, adolescent mental health distress, poor physical health and behaviour problems were all associated with harsh parenting. Overcrowding, number of adults in the household, adolescent orphanhood and caregiver anxiety were not associated with harsh parenting (Table 6) . Latent variables (Figure 3, page 25) 'Family disadvantage', as a latent construct, was identified by caregiver AIDS illness, caregiver disability and poverty. Modification indices were used to improve model fit which resulted in a correlation of residuals that were substantively meaningful and plausibly reflect expected inter-observable correlations within constructs as can be seen in Figure 3 . The final model had a fit of ²/df= 1.06, p=.345 for CMIN 2.13, df=2; RMSEA .005, SRMR .009, Hoelter 6980 and CFI .99. 'Harsh parenting', as a latent construct, was identified by two physical and three emotional abuse items. The final model had a fit of ²/df= 3.92, p=.008 for CMIN 11.77, df=3; RMSEA .034, SRMR .013, Hoelter 1645 and CFI .99. 'Caregiver mental health distress', as a latent construct, was identified by caregiver post-traumatic stress and depression. This construct was understandably sensitive to the variable caregiver gender, which was therefore introduced as a control variable. The final model had a fit of ²/df= 1.74, p=.176 for CMIN 3.47, df=2; RMSEA .017, SRMR .008, Hoelter 4272 and CFI .99. 'Adolescent health risk', as a latent construct, was identified by mental health, in particular anxiety, depression, suicidality and post-traumatic stress as well as physical health and child conduct problems. The final model had a fit of ²/df= 4.22, p=.015 for CMIN 8.43, df=2; RMSEA .036, SRMR .018, Hoelter 1760 and CFI .95.
Figure 3 -Final measurement models of the separate latent constructs
Pathways from family disadvantage to adolescent health risks
Structural equation modelling showed that family disadvantage had a direct effect 4 of increasing the risk of harsh parenting. Family disadvantage also had a direct effect on increased caregiver mental health distress. However, no direct effect was seen on harsh parenting by caregiver mental health distress. Caregiver mental health distress and harsh parenting were both associated with adolescent increased health risks. Although there was no direct effect of family disadvantage on increasing adolescent health risk, an indirect effect was observed (see Figure 4 for the model including all pathways and Figure 5 for the model including only significant pathways).
Direct effects were found for associations from family disadvantage to increased risk for harsh parenting and caregiver mental health distress. There was also a direct effect from harsh parenting on increased adolescent health risks and from caregiver mental health distress to increased adolescent health risk (Table 7, Indirect effects 5 were also observed. There was an indirect effect of family disadvantage on adolescent health risks via harsh parenting, and one via caregiver mental health. A total indirect effect of family disadvantage on adolescent health risk was also found (Table 8) . 
Figure 4 -Pathway diagram of adolescent parenting -all pathways
This model had a fit of ²/df= 3.71, p<.001 for CMIN 455.87, df=123; RMSEA .033, SRMR .025, Hoelter 815 and CFI .95. According to those criteria specified in the analysis section, all these fit statistics are deemed excellent. This model accounts for 84% of the variance in adolescent health risks; controlled for caregiver and adolescent age, gender and whether or not they were a biological parent or a grandparent.
Figure 5 -Pathway diagram of adolescent parenting only significant pathways
The final model had a fit of χ²/df= 2.58, p<.001 for CMIN 317.85, df=123; RMSEA .025, SRMR .024, Hoelter 1168 and CFI .97. According to those criteria specified in the analysis section, all these fit statistics are deemed excellent. This model accounts for 74% of the variance in adolescent health risks; it controlled for caregiver and adolescent age, gender and whether or not they were a biological parent or a grandparent.
DISCUSSION
This working paper aimed to expand our understanding of factors associated with parenting, and pathways from parenting to adolescent and pre-adolescent outcomes in southern Africa. By drawing on two linked studies with different age groups of children, it is possible to examine both common patterns and important differences.
Poverty
Both studies found that poverty is associated with lower capacity for good parenting in southern Africa. Poverty is associated with increases in harsh parenting (in the adolescent study) and decreases in good parenting (in the pre-adolescent study). When there are competing needs between resource provision and positive parenting, this is associated with reduced parental capacity for nurturing, stimulating and developing a deeper relationship between the caregiver and child. Poverty may divert parental attention and may reduce parenting opportunity as the challenges of basic survival are primary. This finding extends the evidence base on the importance of addressing poverty in programming that aims to support parenting in low-income contexts in southern Africa. It will be of value to follow ongoing research that investigates the linking of parenting programmes with poverty reduction programmes (Annan et al., 2013; Cluver et al., 2016; Richter and Naicker, 2013) , and research that examines how cash transfers or poverty reduction programmes affect parenting as well as other related child development outcomes (de Groot et al., 2015) .
In addition to poverty, caregiver disability and AIDS-illness also increased family disadvantage and therefore were indirectly associated with harsh parenting of adolescents. It might be that whilst poverty is sufficient to distract a caregiver from the nuances of positive parenting, further stress on the family may result in even more severe implications for parenting, and chronic parental stress is not conducive to good parenting. Further research might examine whether a threshold of accumulated stress on a caregiver might be associated with a change from merely the absence of positive parenting to the initiation of harsh parenting, and the impacts of chronic stressors versus sudden shocks. In addition, studies need to investigate whether this is reversible and how poverty alleviation may enhance parenting capacity beyond food and monetary provision.
Caregiver physical health and stigma
It is of note that caregiver HIV-status was not associated with parenting practices in the pre-adolescent study. This suggests that a caregiver who is healthy and well on ART can live with HIV/AIDS and provide supportive parenting. However, where caregivers are affected by AIDS-illness and impaired by disability this was associated with harsh parenting of adolescents. That ill health and stigma are associated with the reduced capacity of a caregiver to parent (Lachman et al., 2013) suggests that keeping HIV+ parents healthy may be an essential part of supporting parenting and preventing abuse.
In addition, a strong, negative association between stigma and good parenting of pre-adolescents was found in the pre-adolescent study. It is apparent that stigma is negatively associated with good parenting -and most likely is associated with the increased stress that stigma puts on being a parent (Kuo et al., 2014) . Future research is needed to understand how this functions and whether stigma reduction is associated with parenting improvements. Importantly, there is currently a lack of evidence-based programming to reduce stigma towards AIDS-affected families and individuals in southern Africa (Pantelic et al., 2015) . Community connectedness is a good indicator of coping, and may be the obverse of stigma, so interventions may have the dual role of stigma reduction as well as enhancing connectedness (Campbell et al., 2005) .
Caregiver mental health and multiple adult households
Caregiver mental health was not associated with harsh parenting in adolescents and most surprisingly, higher rates of depression were weakly positively associated with good parenting in pre-adolescents. This does not align with the literature where caregiver mental health distress is seen to have a detrimental effect on good parenting. It is important to explore this counterintuitive finding. It may be that within this study those with mental health problems in the pre-adolescent study were prioritised for assistance as all were recruited from community-based organizations.
On the other hand, caregiver depression may herald the influx of supportive extended family provision to relieve the depression in the caregiver and also result in the provision of extended family input with the children. There is good evidence of the importance of social support in bolstering caregivers in the region (Casale et al., 2015) . Indeed the data does show that parents who were more depressed tended to live in households with multiple adults. It could either be that caregivers who are suffering draw on a network of support because of their depression or that, in fact, living with multiple adults contributes to depression, possibly due to a lack of privacy and space. Either way, such support from other adults in the household might enable the parent to dedicate time to positive parenting since greater time for interaction with the pre-adolescent is possible. This may also be because the burden of poverty is ameliorated or household tasks are shared, freeing the caregiver, or even that other adults contribute towards the duties of positive parenting by providing attention, stimulation, rule setting and appropriate discipline. Clearly further research is required to explore this phenomenon, and to examine who actually provides the parenting in households with multiple adults -also an essential question for developing appropriate support for parenting in the region (Bray and Dawes, 2016) .
The findings here suggest that caregiver mental health is not associated with harsh parenting and that an increased network of support for parents suffering severe depression may be very important in improving parenting capacity. Longitudinal data would be required to explore this further and to test whether the positive gains of living in a large household are sustained as pre-adolescents become adolescents.
Biological parents
The pre-adolescent study found that pre-adolescents cared for by their biological parents are doing better. Demographic data from the region suggests that where pre-adolescents are not cared for by their biological parent, this is most commonly due to parental death (Hosegood et al., 2004) and high numbers of orphans in both samples support this. Bereavement in such circumstances might directly affect pre-adolescents' outcomes. Most commonly, pre-adolescents are cared for by family members following the death of their parents. However, the grief of the parenting family member who has assumed parenting responsibilities could affect their ability to parent the child well. More broadly, parental motivation may be highest among biological parents. We do not know enough about the underlying drivers of this, but it would be of value to explore the influences of familial ties, additional duties, ill-preparedness or reluctance to foster children orphaned by HIV/AIDS or other causes (Case, Lin and McLanahan, 2000) .
However, no such association was found among adolescents. Orphanhood was not associated with harsh parenting, and it may be that the lack of a biological parent can be buffered by good parenting from other sources. Whilst the evidence shows that parenting is still an important factor associated with adolescent health outcomes, these findings suggest that it is important to support parenting from any primary caregiver.
It is important to note the relationship of gender and parenting practices in the context considered in this paper. Parenting is sometimes assumed to be gender-neutral, whilst in reality (and especially in sub-Saharan Africa) it is frequently a responsibility assumed mostly by females. This is reflected in the overwhelming majority of female primary caregivers in both studies in this paper. Female parents may encounter greater challenges than males and thus many aspects of family disadvantage, such as poverty, may therefore be experienced as more extreme. It will be important for future research and qualitative studies to further develop our understanding of the dynamics of gender within parenting in the region, and in particular how we can best support women in their parenting roles whilst recognising their sometimes limited agency in the context of the household. In addition, it is also important to consider ways in which men are enabled to actively participate in parenting and supported in their roles as fathers and to investigate the impact their presence or absence may have on adolescent well-being.
The effect of good parenting on long-term child outcomes
Pre-adolescent outcomes of parenting
Good parenting is associated with increased self-esteem, reduced behaviour issues and fewer educational risks, all partly or fully mediated by pre-adolescent depression and trauma.
Adolescent outcomes of parenting
The adolescent study found that harsh parenting is strongly associated with health risks amongst adolescents. It also found that caregiver mental health mediates the relationship between family disadvantage and adolescent health risk, which is in line with extant literature (Bradford et al., 2003) . Whilst caregiver mental health is not directly associated with harsh parenting, caregiver mental health problems do present a real risk to adolescent health. It is notable that the inclusion of the non-significant direct pathways from family deprivation to adolescent health risk and from caregiver mental health to harsh parenting in the adolescent structural model did not deteriorate model fit significantly, and increased the variance explained in adolescent health risk by 10 per cent from 74 to 84 per cent.
Factors Associated with Good and Harsh Parenting of Pre-Adolescents and Adolescents in Southern Africa
Trauma and depression
Good parenting can mitigate pre-adolescent trauma and depression. It could be that a lack of positive parenting and abusive parenting is increasing the risk for trauma and depression, or that unavoidable experiences leading to trauma and depression are better tolerated with the presence of good parenting, leading to pre-adolescent resilience.
Self-esteem, behaviour and education
Mediated by the reduction of trauma and depression, good parenting leads to a rise in self-esteem. This is often the first step in a child gaining the confidence that will allow them to pursue other achievements. Through positive parenting (warmth, boundary setting and stimulation), and an avoidance of abusive parenting (harsh punishments, violence and psychological bullying), it may be that the ingredients to prevent or manage behavioural problems are found. Educational risk was measured through school enrolment, attendance and progress and good parenting encourages children to attend and succeed in school. These building blocks are important in pre-adolescents as the absence of such factors may increase risk behaviours and decrease positive experiences in adolescents. It seems plausible that a continuum of positive experience builds positive futures and protects or shields children along the developmental trajectory.
Limitations
This study is subject to a number of limitations. First, both studies used cross-sectional data which are not suitable to establish directionality of association. Both sets of analyses tested for associations rather than predictors or causal factors. However, considering the dearth of the evidence available on the parenting of adolescents and pre-adolescents in sub-Saharan Africa, these studies are important contributors to the development of theoretical concepts about parenting. Further research with longitudinal and experimental data is required to establish causality.
Second, this paper reports on the results of two studies using different samples, recruitment methods, measures and analytical techniques. While some similar themes emerged from this analysis, we cannot directly compare the results of both studies. However, at the same time, both study similar concepts in similar places. The knowledge generated from both studies allows for a deeper understanding of the importance of parenting in the context of sub-Saharan Africa and builds a solid foundation for further research.
Third, both studies focused on parenting in relation to physical and emotional abuse. Sexual abuse and neglect were not included in the study. The reasoning behind this is as follows: neglect is difficult to distinguish from poverty in areas with high levels of deprivation and was thus not measured for this study. Sexual abuse in adolescence is mostly perpetrated by peers and therefore not directly related to parenting although adolescents who experience sexual abuse often experience previous violence victimisation (Meinck, Cluver and Boyes, 2015b) .
Finally, both studies were carried out in areas of high deprivation and therefore cannot be generalised to the whole of the population in sub-Saharan Africa. However, both samples also benefited from in-sample variation such as the inclusion of multiple language groups, multiple countries (in the pre-adolescent study) and different forms of recruitment.
Implications for supporting parenting of adolescents in southern Africa
The findings of these studies can help us with a task that is an essential step towards improving youth outcomes in southern Africa -to understand some of the dynamics of parenting of adolescents in the context of poverty, deprivation, illness and chronic stress that characterise the region (Ward, Makusha and Bray, 2015) . These linked studies identify important factors associated with positive and harsh parenting, and show clear linkages between parenting and adolescent emotional and physical health outcomes.
Results also suggest that both preventing negative parenting and promoting positive parenting have important roles to play in youth outcomes. Parenting support programmes cannot only focus on abuse prevention, but also on praise, encouragement and warmth. The strong and independent negative effects of poverty on parenting suggest that it may be of value for parenting interventions to be accompanied with structural-level support or, if this is not possible, to consider a financial management component. However, given the incumbent problem of poverty in large parts of southern Africa, we may also need to recognise that parenting must be managed within poverty for many millions of families. Early results from trials of parenting interventions containing components on alleviation of financial pressures appear promising (Cluver, Lachman and Ward, 2015) . Aside from parenting interventions, there is a growing evidence-base for the use of unconditional cash transfers as poverty alleviation tools which are shown to reduce pre-adolescent and adolescent health risk Luseno et al., 2014) . Educational risk is enhanced in the presence of problematic parenting and the policy implications must focus on ease of access to education, structural provision to ensure ongoing engagement, attendance and achievement, and to extend universal access from primary to secondary education (Pettifor et al., 2008) .
In high HIV-prevalence areas, it may also be essential to consider how to alleviate the additional stressors that the disease brings. The challenges include health and life, but also the more subtle ramifications of community connections, stigma, diversions of attention, subtle building of self-esteem and the disease-linked costs that can plummet a family from a fragile balance into poverty. There are a number of interventions for HIV+ caregivers and household illness that have been shown to reduce mental health distress in both caregivers and youth (Stein, Rotheram-Borus and Lester, 2007) . In addition, promising programmes focus on supporting families of HIV+ adolescents and pre-adolescents with issues such as adherence (Bhana et al., 2014) , and supporting parents with important but difficult processes such as HIV-disclosure to their children (Rochat et al., 2013) . More than thirty years into the AIDS epidemic, we still lack effective interventions to reduce HIV-stigma and its effects on affected families. In the search for new interventions we must not overlook older and established provision. However, these may need to be adapted, integrated and evolved to meet the complexity of need. There is much learning from nutrition, health, reproduction and feeding programmes. The HIV arena, and data from these studies, show the overlap and need for integrated and somewhat wider-reaching visions. Complex and combined provision and resources may be needed. Single magic bullet approaches seem to offer less traction.
Innocenti Working Paper 2016-20 These two studies provide some of the first empirical findings to explore the complex patterns of parenting adolescents in southern Africa. They underline that parenting is an essential pathway to improving child and adolescent life achievements and outcomes. They show the importance of multiple structural deprivations in making parenting more challenging for caregivers. Perhaps most importantly, they indicate areas for focus in providing effective parenting support, and potential pathways by which we can better support this vital role. 
ANNEX
